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Great American Smokeout — 
November 18, 2004 


In 2002, a total of 45.8 million U.S. adults (22.5%) 
were current smokers, a decrease from 24.1% in 1998, 
and an estimated 46 million adults were former smokers 
(1). For the first time, more adults had quit smoking than 
were still smoking (/). To assist in continuing this trend, 
the American Cancer Society (ACS) is sponsoring the 28th 
Great American Smokeout on November 18, 2004. Ciga- 
rette smokers are encouraged to quit smoking for at least 
24 hours in the hope they might stop smoking. 

The likelihood of permanently quitting smoking is 
increased when effective therapies are used, such as phy- 
sician assistance, pharmacologic treatment, and behavioral 
counseling (2). In addition to individual methods, an 
environmental approach to reducing tobacco use involves 
increasing the excise tax for tobacco products, developing 
multicomponent mass media campaigns, fostering pro- 
vider reminder systems, using telephone quitlines, 
reducing patient out-of-pocket costs for effective cessa- 
tion therapies, and reducing exposure to secondhand 
smoke through smoking bans and restrictions (3). Addi- 
tional information about the Great American Smokeout 
is available at http://www.cancer.org or by telephone, 


800-227-2345. 
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State-Specific Prevalence of Current 
Cigarette Smoking Among Adults — 
United States, 2003 


Cigarette smoking causes approximately 440,000 deaths 
annually in the United States (/). To assess the prevalence of 
current cigarette smoking among adults, CDC analyzed data 
from the 2003 Behavioral Risk Factor Surveillance System 
(BRFSS) survey. This report summarizes the results of that 
analysis, which indicated substantial variation in cigarette 
smoking prevalence in the 50 states, the District of Columbia 
(DC), Guam, Puerto Rico, and the U.S. Virgin Islands (USVI) 
(range: 10.0%—34.0%). To further reduce the prevalence of 
smoking, states/areas should implement comprehensive to- 
bacco-control programs. 

BRFSS is a state-based, random-digit—dialed, telephone 
survey of the U.S. civilian, noninstitutionalized population 
aged >18 years. In 2003, the median state/area response rate 
was 53.2% (range: 34.4%-80.5%). Estimates were weighted 
by age and sex distributions for each state's population, and 
95% confidence intervals were calculated. BRFSS respondents 
were asked, “Have you smoked at least 100 cigarettes in your 


entire life?” and “Do you now smoke cigarettes every day, some 
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TABLE. Prevalence of current cigarette smoking among adults”, by 
state/area and sex — Behavioral Risk Factor Surveillance System, - . ry . 

50 states, District of Columbia, Guam, Puerto Rico, and U.S. Virgin of cigarettes (which includes state-based excise taxes) ranged 
islands, 2003 from $3.10 in Kentucky to $5.54 in New York in 2003 (9). 


Men Women Total The majority of states offer telephone support quitlines, and 
State/Area % (95% Cit) % (95% Cl) %  (95%Cl) residents of all states soon will have access to a nationwide 


Alabama 28.5 (+3.1) 22.4 (+2.0) 25.3 (#1.8) network of quitlines. Finally, only six states (California, 
Alaska 30.3 (+3.6) 21.9 (+3.0) 26.3 (+2.4) 
Arizona 23.8 (+3.9) 18.2 (+2.7) 21.0 (+2.4) ‘ ‘ ‘ ‘ . 
ion 276 (42.5) 223 (+18) 24.8  (#1.5) have comprehensive statewide bans in effect on smoking in 
California 20.5 (+2.3) 13.2 (+1.5) 16.8 (+1.4) indoor workplaces and public places. 
Colorado 196 (+22) 175 (#1.7) 185 (21.4) 
Connecticut 19.7 (+1.9) 17.9 (+1.6) (+1.2) . ; ; 
adic 260 (430) 182 (#20) (21.8) control programs, the greater the reduction in smoking (6). 
District of Columbia 26.2  (+4.2) 19.0 (+2.9) (+2.5) However, the amount of money that states spend for tobacco 
Florida 26.0 (+3.1) 22.1 (+2.3) : (+1.9) 
eg a - 2 — we 7 4 million, which is less than 3% of the estimated $19 billion 
idaho 19.5 (+2.1) 18.5 (+1.7) . (+1.3) states expected to receive from tobacco excise taxes and 
Ilinois 28.3 (+2.8) 20.5 (+1.9) . (+1.7) 
+22 9 +16 3 
oat a a ~ a > — (i.e., July 1, 2003 June 31 ; 2004), only four states (Arkansas, 
Kansas 210 (42.3) 19.7 (41.7) (+1.4) Delaware, Maine, and Mississippi) were investing at least the 
Kentucky 33.8 (+2.7) 28.1 (+1.9) , (+1.7) 
— = : — oe 9h 2 oom tobacco-control programs (/0). Efforts and resources must 
Maryland 23.0 (426) 17.7 (+18) (+1.6) be expanded if more states are to reduce smoking prevalence 
Massachusetts 20.0 (+1.8) 18.4 (+1.4) A (+1.2) to <12% by 2010. 
Michigan 30.2 (+3.0) 22.3. (+2.1) (+1.8) 
Minnesota 22.4 (+2.4) 199  (+1.9) (21.5) References 
Mississippi 31.1 (+27) 20.7 (+1.7) ' (+1.6) 1. CDC. Annual smoking-attributable mortality, years of potential lif 
Missouri 31.2 (+3.1) 23.8 (+25) ; (+2.0) lost, and economic costs—United States 1995-1999. MMWR 
Montana 19.5  (+2.5) 20.3 (+2.2) (+1.7) 2002;51:300-3 
Nebraska 23.6 (+22) 19.0 (+1.6) (+1.4) 2. CDC. Cigarette smoking among adults—United States, 2002. MMWR 
Nevada 29.0 (+3.5) 21.3  (+2.9) (+2.3) 2004;53:427-31. 
New Hampshire 22.4 (+2 2) 20.2 (+1.8) ; (+1.4) 3. US Department of Health and Human Services. Healthy people 2010 
New Jersey 21.2 (+1.5) 17.9 (+1.1) (+0.9) conference ed, in 2 vols). Washington, DC: US Department of Health 
New Mexico 236 (42.2) 205 (+1.7) (+1.4) and Human Services; 2000. Available at http://www.health.gov 
New York 24.8  (+2.2) 18.8  (+1.6) 6  (+1.3) healthypeople. 
North Carolina 28.0 (+2.4) 21.9 (+1.7) ' (+1.5) . Nelson DE, Holtzman D, Bolen J, Stanwyck CA, Mack KA. Reliabil 
North Dakota 220 (+2.5) 19.0 (+2.2) ; (+1.7) ity and validity of measures from the Behavioral Risk Factor Surveil 
Ohio 26.9 (+2 8) 24.0 (+2.2) ’ (+1.8) lance System (BRFSS). Social Prey Med 2001;46:S3—S42 
Oklahoma 27.8 (+2.0) 22.7 (+1.4) | (+1.2) 5. US Department of Health and Human Services. Women and smok 
Oregon 23.1 (+2.4) 18.9 (+1.8) . (+1.5) ing: a report of the Surgeon General. Rockville, MD: US Department 
Pennsylvania 27.1 (+2.7) 24.1 (+2.1) y (+1.7) of Health and Human Services, Public Health Service, Office of the 
Rhode Island 23.8 (+2.7) 21.1 (+2.0) (+1.6) Surgeon General; 2001:24—25. 
South Carolina 28.5 (+2.3) 22.8 (+1.6) (+1.4) Farrelly MC, Pechacek TP, Chaloupka FJ. The impact of tobacco con 
South Dakota 24.7 (+2.3) 20.7 (+1.8) : (+1.4) trol program expenditures on aggregate cigarett sales: 1981-2000 
Tennessee 27.3 (+3.3) 24.2 (+2.4) (+2.0) Health Econ 2003;22:843-—59. 
Texas 26.7 (+2.2) 17.6 (+1.4) (+1.3) ’. Task Force on Community Preventive Services. Guide to community 
Utah 14.0 (+2.2) 9.9 (+1.6) 12.0 (+1.4) preventive services: tobacco use prevention and control. Am J Prev 
Vermont 19.8 (+2.3) 19.4 (+1.9) 19.6 (+#1.5) Med 2001;20(2 Suppl 1):1-87. 
Virginia 26.4 (+2.5) 18.0 (+1.6) 22.1 (+1.5) 8. CDC. State Medicaid coverage for tobacco-dependence treatments 
Washington 20.9 (+1.2) 18.2 (+0.9) 19.5 (+0.7) United States, 1994-2002. MMWR 2004;53:54—7 
West Virginia 27.6 (+2.8) 27.2 (+2.3) 27.4 (+1.8) Orzechowski W, Walker RC. The tax burden on tobacco, volume 38 
Wisconsin 24.0 (+2.6) 20.3 (+2.0) 22.1 (+1.6) Arlington, VA: Orzechowski and Walker; 2003 
Wyoming 25.2 (+2.4) 24.1 (+2.0) 24.6 (+1.6) Campaign for Tobacco-Free Kids, American Heart Association, Ameri 
Median 24.8 20.3 22.1 


treatments (8). In addition, the average cost of a single pack 











Connecticut, Delaware, Maine, Massachusetts, and New York) 


lhe more funds that states spend on comprehensive tobacco- 


control decreased 28% during the preceding 2 years to $541.1 


tobacco settlement money in 2003 (/0). For fiscal year 2004 


minimum per capita amount that CDC recommends for 


can Cancer Society, American Lung Association. A broken promise to 
our children: the 1998 state tobacco settlement five years later. Wash 
Guam 42.0 (+5.9) 25.8 (+4.6) 34.0 (+3.8) ington DC: ¢ ampaign for Tobacco-Free Kids; 2003. Available at 
Puerto Rico 19.3 (+2.6) 8.5 (+1.3) 13.6 (+1.5) http://www.tobaccofreekids.org/ reports settlements/2004/fullreport.pdf 
U.S. Virgin Islands 14.2 (+3.2) 6.6 (+1.6) 10.0 (+1.7) 

Median 19.3 8.5 13.6 





*Persons aged >18 years who reported having smoked >100 cigarettes during 
their lifetimes and who currently smoke every day or some days. 
Confidence interval 
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Indoor Air Quality in Hospitality 
Venues Before and After 
implementation of a Clean Indoor 
Air Law — Western New York, 2003 


Secondhand smoke (SHS) contains more than 50 carcino 


gens (/). SHS exposure Is responsibl. for an estimated 3,000 


lung cancer deaths and more than 35,000 coronary heart dis 


Casc deaths among neve! smokers in the l nited States each 


year (2), and for lower respiratory infections, asthma, sudden 


infant death syndrome, and chronic ear infections among 
children (3). Even short-term exposures to SHS, such as those 
that might be experienced by a patron in a restaurant or bat 
that allows smoking, can increase the risk of experiencing an 


iCute cardiovas¢ ular event (4 Although population based data 


indicate declining SHS exposure in the United States over 


time (5), SHS exposure remains a common but preventable 


public health hazard. Policies requiring smoke-free environ 
ments are the most eftective method of reducing SHS expo 


sure (6). Effective July 2 


+, 2003, New York implemented a 


comprehensive St. LAV requirin almost ill indoot work 


places and public places (« restaurants, bars, and other 


' i r j 
hospitality venues) to be smoke-free [his report describes an 


issessment of changes in indoor all quality that occurred in 
; ;' x 

20 hospitality venues in western New York where smoking o1 

indirect SHS exposure from an adjoining room was observed 


, , . , ' 
at baseline. The findings indicate that, on aver ige, levels of 


| 


respirable suspended particles (RSPs), an accepted marker for 


SHS levels, decreased 84% in these venues after the law took 


effect. Comprehensive clean indoor ait policies can rapidly 


ind effectively reduce SHS exposure in hospitality venues. 


he specific class of RSP monitored was PM 1.€., pat 


ticulate matter Particles of 


> microns in diameter 
| ] j | | 
this size are released in substantial amounts from burning ciga 


rettes and are easily inhaled deep into the lungs. Baseline mea 


) 


surements were made during July 11 4ina purposeful sample 


” 
of « 


I: , 
hospitality venues in three counties in western New York. 


Sites were selected to provide a range of venuc types, sizes, 
und locations. The sample consisted of seven bars, six bas 


urants, two bowling alleys, a pool hall, 


restaurants, five resta 
ind a bingo hall. The venues were located in popular down 
town entertainment districts and suburban areas and ranged 
trom small neighborhood bars to large bar/restaurant chains. 

\t baseline, smoking was occurring in 14 bars and restau 
rants and four large recreation venues. Two bar/restaurant 
combinations allowed smoking in the bar section but not in 
the adjoining restaurant section. In these two venues, ait quality 
was monitored separately in the restaurant and bar areas. In 


™ 
two restaurants, no smoking was OCCUITING al baseline because 


restaurants were already required to be smoke-free by local 
clean indoor air ordinances. Follow-up measurements of air 
quality were made in all 22 venues during September 9 
November 1. The follow-up measurements were taken on the 
same day of the week and at approximately the same time of 
day as the measurements taken before the smoke-free law was 
implemented. 

[he median time spent in each venue for all 44 baseline 
and follow-up observations combined was 38 minutes (range: 


22—140 minutes 


Measurements were taken at l-second 


intervals. The number of persons and the number of burning 
cigarettes in each venue were recorded every 10 minutes dur- 
ing sampling, and the average number of persons and the 
average number of burning cigarettes in each venue were cal- 
culated. The volume of each venue also was measured*, and 
the cigarette density was calculated by dividing the average 
number of burning cigarettes by the room volume 

An air monitor’ was used to sample and record RSP levels. 
Che monitor was placed in a central location on a table or bar 
near the height at which a person breathes air. The monitor 
recorded continuous measurements, which were averaged over 
time. The first and last minute of logged data were removed, 
and the remaining data points were averaged to provide an 
average concentration of PM, < within the venue. The per 
centage change in PM, « levels was then determined by com 
paring average PM, < levels in each venue before the law went 
into effect with levels after the law was implemented. Che 
W ilcoxon signed rank test was used CO assess changes berw een 
pre-law and post-law PM, levels, stratified by type of venue. 

Che averagé PM, 


after the law went into effect in every venue where smoking or 


- concentration was substantially lowe 


indirect SHS exposure had been observed at baseline, with a 


1 0 > 
grand mean reduction in PM, ~ concentration of 84% (324 


) 


ug/m” to 25 yg/m”; p<0.001) | lable). When stratified by the 


type of venue sampled, the average PM, ~< concentration 


’ 


decreased 90° +12 we/m” to 27 ne/m?’; p: 0.001) in the 14 


bars and restaurants in which smoking Was occurring al 


baseline (including bar/restaurant J, which was the only venue 


where smoking was observed during the post-law sampling) 
lhe restaurant portions of the two bar/restaurants that 
allowed smoking in the bar section but not in the restaurant 


sec Oo experienced a average 58% aecrease | . 
tion experienced an average 58% dec n PM,. 
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TABLE. Change in concentrations of respirable suspended particles after the implementation of a clean indoor air law, by venue — 
western New York, 2003 





Cigarette density* Average PM, ." level (ug/m*) 


Before After Before After 
July 24, 2003 July 24, 2003 July 24, 2003 July 24, 2003 





% reduction 


Venue Size (m*) in PM, . 





Bars and restaurants in which 
smoking was occurring 
Bar A 
Bar B 
Bar C 
Bar D 
Bar E 
Bar F 
Bar G 
Bar/Restaurant 
Bar/Restaurant 
Bar/Restaurant . 
Bar/Restaurant 
Bar/Restaurant 
Bar/Restaurant 
Restaurant N 
Means 
Restaurant portions of 
bar/restaurant combinations 
with indirect secondhand 
smoke (SHS) exposure’ 
Restaurant O 
Restaurant P 
Means 
Other venues in which 
smoking was occurring 
Bowling alley Q 
Bowling alley R 
Pool hall S 
Bingo hall T 
Means 
Grand mean“ 


5 
2 
1 
3 
3 
1, 


Restaurants in which no 
smoking and no indirect 
SHS exposure was occurring 
Restaurant U 446 
Restaurant V 337 
Means 392 


oooocococoocnooo°oo°oceo 





* Average number of burning cigarettes per 100 m” 
' Particulate matter <2.5 microns in diameter 


3’ Results represent the average of the values for the venues listed in each category 
€ 
Restaurant O is attached to Bar A with little physical separation between the two spaces; Restaurant P is attached to Bar B but with substantial physical 


separation between the two spaces 


** For all venues where any smoking or indirect SHS exposure was occurring at baseline (i.e., venues A-T) 


concentrations (156 ye/m°? to 31 vg/m . p<0.001) after the 
law was implemented, even though they had only indirect 
SHS exposure at baseline. In the four other large recreation 
venues, which had larger volumes and lower smoker densi- 
ties, the average PM, < concentration decreased 76% (101 
yeg/m? to 18 ywg/m?). In contrast, the PM, < concentration 
remained low and virtually constant in the two restaurants 
that were already smoke-free at baseline; these venues were 


not included in the grand mean calculation. 


Reported by: M/ Travers, KM Cummings, PhD, A Hyland, PhD, 
Dept of Health Behavior, Roswell Park Cancer Institute, Buffalo, New 
York. ] Repace, MSc, Repace Associates, Bowie, Maryland. S Babb, MPH, 
T Pechacek, PhD, R Caraballo, PhD, Office on Smoking and Health, 
National Center for Chronic Disease Prevention and Health Promotion, 
CDC. 

Editorial Note: The findings in this report indicate that a 
statewide law to eliminate smoking in enclosed workplaces 
and public places substantially reduced RSP levels in western 


New York hospitality venues. RSP levels were reduced in 
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every venue that permitted smoking before the law was imple- 
mented, including venues in which only SHS from an adja- 
cent room was observ ed at baseline. 

These findings are consistent with those of previous stud- 
ies. In Delaware, a similar decline in RSP levels was observed 
in eight hospitality venues after smoking was prohibited there 


by state law (7). Previous studies also hav e assessed the health 


effects of smoke-free laws. One study indicated that respira- 


tory health improved rapidly among a sample of bartenders 
after a state smoke-free workplace law was implemented in 
California (8), and another study reported a 40% reduction 
in acute myocardial infarction admissions to a regional hospi- 
tal during the 6 months that a local smoke-free ordinance was 
in effect in Helena, Montana (9). The results of these studies 
(both those assessing changes in indoor air quality and those 
assessing changes in health) suggest that improvements can 
occur within months of policy implementation. 

The findings in this report are subject to at least two limita- 
tions. First, the venues sampled were not necessarily represen- 
tative of venues in western New York. However, they did 
provide a range of venue types, sizes, and locations. Second, 
SHS is not the only source of indoor particulate matter. How- 
ever, although ambient particle concentrations and cooking 
are additional sources of indoor particle levels, secondhand 
smoke is the largest contributor to indoor RSP pollution (3). 

Eliminating nonsmoker exposure to SHS is one of the four 
goals of comprehensive state tobacco-control programs, as set 
forth in CDC’s Best Practices for Comprehensive Tobacco Con- 
trol Programs (10). The results of the study described in this 
report indicate that a comprehensive statewide ban on smok- 
ing in indoor workplaces and public places can substantially 
reduce SHS exposure in these settings. Six states (California, 
Connecticut, Delaware, Maine, Massachusetts, and New York) 
currently meet the national health objective for 2010 calling 
for implementation of such laws. These six states account for 
approximately 23% of the U.S. population. Rhode Island also 
has adopted such a law, but the law does not take full effect 
until 2006. To further reduce the nearly 40,000 deaths among 
never smokers caused by SHS exposure each year, similar 
comprehensive laws are needed in the other 43 states and the 
District of Columbia. 
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Vaccination Coverage Among 
Children Entering School — 
United States, 2003-04 School Year 


One of the national health objectives for 2010 is to sustain 
>95% vaccination coverage among children in kindergarten 
through first grade (objective 14-23) (/). To determine the 
percentage of vaccination coverage among children entering 
kindergarten, data on vaccination coverage were analyzed from 
reports submitted to the National Immunization Program by 
states, the District of Columbia (DC)*, and eight current or 
former U.S. territories for the 2003-04 school year. This 
report summarizes the results of that analysis, which deter- 
mined that coverage for all vaccines except hepatitis B (HepB) 
and varicella was reported at >90% in 45 areas. However, the 
vaccines required in each reporting area and the methods for 
surveying kindergarten-aged children vary substantially; in 
seven states, <20% of eligible children were surveyed. The 
wide variations in survey populations underscore the need for 
CDC to continue working with immunization programs in 
states, DC, and current or former territories to improve 
survey methods and automate reporting of data. 

For the 2003-04 school year, all states except one submit- 
ted reports of vaccination coverage levels for children enter- 
ing kindergarten. Fifty reports included coverage for poliovirus 
vaccine, diphtheria and tetanus toxoids and pertussis vaccine, 


diphtheria and tetanus toxoids and acellular pertussis vaccine, 





* For this report, DC is included in state totals. 
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or diphtheria and tetanus toxoids (DTP/DTaP/DT), measles 
vaccine, and rubella vaccines; 49 reports included coverage 
for mumps vaccine (Table 1). Coverage for HepB vaccine was 
included in 43 reports, and coverage for varicella vaccine was 
included in 33 state reports. DC reported on all of the vacci 
nation coverages. When determining coverage, up-to date 
UTD) status was used rather than number of doses because 


ly 


the doses requ e UTD vary depending on timing of 


iccinations ireca requirements regarding number of 


doses, 
ind brand of vaccines 

lhe number of state reports based on 100 of children 
entering kindergarten increased from 18 in the 2002—03 school 


”» ) 


in 2003 In an additional 21 states, cover 
ussessed in survey 80% of eligible children. In 
emaining seven states, Coverage was assessed in surveys of 
range: 0.5! 18.5%). National 
calculated by weighting each state's 


of the state's kindergarten 


reported at YU 1 | states and at >95% in 


vas reported 


vhich coverag 


Five (63%) of the eight current or former U.S. territories 
reported data for the 2003-04 school year. All five reports 
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TABLE 1. Estimated vaccination coverage among children enrolled in kindergarten, by vaccine and state*-— Annual School 
Surveillance, United States, 2003-04 school year 





% Polio DTP/DTaP/DTS Measles Mumps Rubella HepB" Varicella 
State surveyed' (%) (%) (%) (%) (%) (%) (%) 
Alabama 100.0 96.8 96.8 96.8 96.8 96.8 —** 94.7 
Alaska 91.1 96.4 95.5 95.1 95.1 95.1 95.1 

Arizona 97.0 97.9 95.6 95.6 95.6 95.6 96.5 

Arkansas 100.0 91.4 91.3 91.3 92.7 92.7 93.2 

California 100.0 96.9 96.8 96.8 96.8 96.8 98.1 

Colorado 99.0 84.0 84.0 84.0 84.0 84.0 84.0 

Connecticut 100.0 99.0 99.0 99.2 99.2 99.2 85.5 

Delaware 82.3 98.3 98.4 94.1 94.1 94.1 97.2 

District of Columbia 100.0 95.3 94.2 90.7 90.7 90.8 93.8 

Florida 100.0 94.4 94.4 94.4 94.4 94.4 94.4 

Georgia 97.7 92.0 92.0 92.0 92.0 92.0 

Hawaii 99.3 99.4 99.4 99.4 99.4 99.6 

Idaho 100.0 96.9 97.2 97.2 97.2 96.3 

Illinois 1.1 90.4 ¢ 93.8 93.8 93.8 93.6 

Indiana 100.0 97.5 97.1 97.1 99.5 98.5 

lowa 98.7 88.9 88.9 88.9 88.9 88.9 

Kansas 8.8 97.5 96.3 96.3 96.3 - 

Kentucky 93.1 96.3 96 95.6 95.6 95.6 95.8 

Louisiana 100.0 97.1 99.6 99.6 99.6 91.6 

Maine 98.1 93.3 93.8 93.8 93.8 — 

Maryland 91.8 98.7 ¢ 97.8 98.4 98.5 

Massachusetts 98.8 C 94.8 94.8 98.1 

Michigan 100.0 ¢ 97.4 97.4 98.2 

Minnesota 100.0 98.0 98.0 97.0 

Mississippi 100.0 ¢ 99.8 99.8 99.8 

Missouri 98.1 97.0 7 97.4 97.7 

Montana 99.3 80.3 80.3 — 

Nebraska 100.0 95.9 95.9 97.8 

Nevada — — — 

New Hampshire 89.8 7.5 85.9 89.0 
New Jersey 100.0 95.7 95.7 95.7 
New Mexico 100.0 91.3 91.3 92.2 
New York 100.0 96.8 98.4 98.1 
North Carolina 91.2 99.7 99.7 99.7 99.7 
North Dakota 100.0 94.8 94.8 97.0 
Ohio 100.0 97.2 97.2 96.3 
Oklahoma 90.1 93.0 9 93.0 97.9 
Oregon 100.0 96.2 97.< 97.3 94.0 
Pennsylvania 94.0 88.0 88.0 88.0 88.0 
Rhode Island 100.0 95.9 95.3 95.3 98.0 
South Carolina 11.5 99.1 98.2 ¢ 98.2 

South Dakota 100.0 98.1 94.7 94.7 

Tennessee 98.3 96.8 96.8 96.8 

Texas 0.5 95.4 Qf 95.5 98.8 

Utah 99.4 98.5 98.4 ¢ 98.6 

Vermont 99.8 96.9 92.7 92.7 

Virginia 6.2 97.4 97.2 97.2 

Washington 100.0 93.3 93.< 91.2 95.7 

West Virginia 84.8 95.6 96.1 96.1 

Wisconsin 1.4 92.1 89.0 89.0 

Wyoming 18.5 98.1 98.5 98.5 

Total 95.6 95.4 ' 95.9 


* Includes District of Columbia 

t Percentage of eligible children included in the survey 

§ Diphtheria and tetanus toxoids and pertussis vaccine, diphtheria and tetanus toxoids and acellular pertussis vaccine, or diphtheria and tetanus toxoids 
‘1! Hepatitis B vaccine 

** Data not available 
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TABLE 2. Estimated vaccination coverage among children enrolled in kindergarten, by vaccine and territory — Annual School 
Surveillance, current or former U.S. territories, 2003-04 school year 


% Polio DTP/DTaP/DT' Measles Mumps Rubella HepB‘ Varicella 
Territory __ surveyed” (%) (%) (%) (%) (%) (%) (%) 








American Samoa 100.0 97.4 95 98.2 98.2 98.2 97.4 
Guam 10.0 97.8 98.1 98.1 98.1 87.3 
Marshall Islands _ 
Micronesia 
N. Mariana Islands 100.0 95.9 5. 95.9 95.9 95.9 
Palau - - 
Puerto Rico 58.2 91.1 69.4 90.7 90.7 90.7 : 92.0 
U.S. Virgin Islands 60.6 86.4 83.3 88.8 88.8 88.8 91.5 90.0 
Total 91.4 71.4 91.2 91.2 92.2 ; 92.0 
Percentage of eligible children included in the survey 

Diphtheria and tetanus toxoids and pertussis vaccine, diphtheria and tetanus toxoids and acellular pertussis vaccine, or diphtheria and tetanus toxoids 
, Hepatitis B vaccine 

Data not available 





State laws requiring proof of vaccination before entering 3. Orenstein WA, Bernier RH. Surveillance. Information for action. Pediatr 
, ; “ , ' : Clin North Am 1990;37:709-—34 
school have been referred to as a “safety net” for the U.S. vac- . ' ' 
$. CDC. National, state, and urban area vaccination levels among chil 
cination program because they ensure that no child is missed = send 19-35 monthe—United States. 2003. MMWR 2004-53 
(3). This safety net relies on the efforts of school nurses, teach 


ers, and others to identify children who are not UTD. Find 





ings of uniformly high nationwide coverage during the 


2002—03 and 2003-04 school years underscore the success of 


school entry requirements in boosting vaccine coverage. Child Awareness of Family Health History 
hood vaccination coverage is also measured nationally among as a Risk Factor for Disease — 
children aged 19-35 months (4). Higher percentages of chil United States, 2004 


dren are UTD at kindergarten entry than at younger ages, ; Bonk 
; e y Persons who have close relatives with certain diseases (e.¢., 
sugec s that school entry laws are a key to ensuring high . 
-_ pai heart disease, diabetes, and osteoporosis) are more likely to 
cove! - . 
develop those diseases themselves (/). Family health history is 
rt lings this report ire subject to al least two limita Z m F 
; ; an important risk factor that reflects inherited genetic suscep 
con met ds for assessing vaccination Coverage among é 7 
: . : tibility, shared environment, and common behaviors. Although 
child ntering school vary because state and local laws ee ‘ 
Pa, clinicians are trained to collect family histories, substantial 
deter which vaccines and doses are required, and sam 
barriers exist to obtaining this information in primary care 
pling thods differ. The substantial variation in sampling _¢ : : 
. practice (e.g., lack of time or lack of reimbursement) (2). To 
methods among states limits the comparability of these data. . : 
re ' promote the use of family history as a screening tool for dis 
Second children uttending privat schools and those who are My . ‘ 
-_ ; ' ease prevention and health promotion, several initiatives have 
home schooled were not surve ved DY ill States. | he difference : 
called for new self administered family history collection tools 
in vaccination rates between children schooled at home and ' 


and educational programs to help clinicians interpret and 
children in traditional school environments is unknown. ‘ 


' ; apply family history information to patient care (3,4). To 
Additional information about assessing and reporting vac 


Lert 
} 


: assess attitudes, knowledge, and practices of U.S. residents 
cination coverage among children entering school is available é 


’ regarding their family health histories, CDC analyzed data 
from the National Immunization Program Immunization In : . 
' - ag from the 2004 HealthStyles Survey. This report summarizes 
formation Hotline, telephone 800-232-2522 (English) o1 a ge . 
slide aaihiamls ' ' the results of that analysis, which indicated that although 
SUU-252-U255 (Spanish), or by « mail at nipinfo@cdc.gov. : 


96.3% of survey respondents believe their family history is 
References : : 

9G Phemeres — _ - important for their own health, few have actively collected 
aaa health information from their relatives to develop a family 
history. Targeted public health efforts are needed to 1) help 
persons collect family history information to share with their 
health-care providers and 2) educate and assist providers to 


interpret and apply this information effectively. 
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HealthStyles is an annual mail survey of the U.S. popula- 
tion aged >18 years that examines health-related attitudes 
ind behaviors (5). The survey is designed and conducted by 
Porter Novelli (Washington, DC), with technical assistance 
from health organizations, including CDC. In July and 
August 2004, a stratified random sample of 6,175 respon- 
dents was selected from approximately 600,000 households 
previously recruited to participate in a consumer marketing 
survey. In return for their participation, respondents were given 
small gifts (e.g., a 20-minute calling card) and entered into a 
sweepstakes drawing. Of the 6,175 households contacted by 
mail, 4,345 (70.4%) returned the survey. Survey data were 


weighted to match the 2003 Current Population Survey 


estimates relative to age 
household size. 

The survey included the following two 
general questions related to family history: 
1) “How important do you think knowl- 
edge of your family’s health history is to 
your personal health?” (possible responses 
were “very important,” “somewhat impor- 
tant,” “not at all important,” or “not sure”) 
and 2) “Have you ever actively collected 
heath information from your relatives for 
purposes of developing a family health his- 
tory?” The likelihood of collecting a family 
health history was evaluated in relation to 
personal characteristics by using a multi- 
variable logistic regression model. In addi- 
tion, the 2004 HealthStyles Survey had a 
special focus on type 2 diabetes, so five 
questions were included to assess family his- 
tory of this condition: 1) “Has your mother 
ever been diagnosed with type 2 diabetes?” 


2) “Has your father ever been diagnosed 


with type 2 diabetes?” 3) “How many of 


your brothers and sisters were diagnosed 


with type 2 diabetes?” 4) “How many of 


your mother’s relatives (her sisters, broth- 
ers, and parents) were diagnosed with type 
2 diabetes?” and 5) “How many of your 
father’s relatives (his sisters, brothers, and 


parents) were diagnosed with type 2 diabe- 


tes?” Knowledge of family history of type 


2 diabetes was assessed by comparing “yes 
or “no” responses with “don’t know” 


respe ynses. 


ge, race/ethnicity, sex, income, and 


Of the 4,345 respondents, 3,063 (70.5%) were non- 
Hispanic whites and 3,012 (69.3%) were aged 18-54 years; 
2,732 (62.9%) had at least some college education, and 3,395 
(78.1%) reported ever being married (Table). Slightly more 
than half of all respondents were female (2,246; 51.7%) and 
reported annual incomes >$40,000 (2,355; 54.2%). Almost 
all of the respondents (4,183; 96.3%) considered knowledge 
of family history either very important (3,151; 72.5%) or 
somewhat important (1,032; 23.8%) to their personal health. 
Women were slightly more likely than men to report that fam- 
ily history was very important to their own health; equal pro- 
portions of men and women considered family history 
somewhat important. Respondents who had a high school 
education or less or who were aged >55 years were less likely 


to report that family history was important for their own 


TABLE. Number and percentage of survey respondents* who actively collected health 
information on relatives to develop a family health history, by selected characteristics — 
HeaithStyles Survey, United States, 2004 





Characteristic 


No. of 
respondents 
who collected 
family health 
information (%) 


No. of 
respondents 


Odds 


ratio! (95% Cis) 





Sex 
Female 
Male 
Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 
Hispanic 
Other 
Age group (yrs) 
18-54 
>55 
Marital status 
Ever married 
Never married 
Education 
Some college 
High school or less 
Annual income 
>$40,000 
<$40,000 
Personal history of 
type 2 diabetes 
No 
Yes 


2,246 815 
2,099 481 


(36.3) 1.00 
(22.9) 0.53 


(reftl) 
(0.46—0.61) 


3,063 (30.2) 1.00 (ref) 
500 (32.9) 1.10 (0.88—1.37) 
530 (24.4) 0.77 (0.61-0.97) 
252 (31.0) 1.11 (0.82—1.51) 


3,012 
1,333 


(30.1) 1.00 (ref) 
(29.1) 1.13 (0.96—1.32) 


3,395 (31.1) 1.00 (ref) 
875 (25.9) 0.77 (0.63-—0.94) 


(33.3) 1.00 (ref) 
(25.5) 0.69 (0.59-0.82) 


(31.7) 1.00 (ref) 
(27.6) 0.95 (0.81—1.10) 


3,851 1,124 
419 156 


(29.2) 1.00 (ref) 
(37.2) 1.53 (1.22—1.93) 





, N = 4,345 


Multivariate logistic regression model included the following variables: sex, race/ethnicity, age, mari- 


tal status, education, income, and personal history of type 2 diabetes. All variables were weighted to 
match 2003 Current Population Survey estimates relative to age, race/ethnicity, sex, income, and 


. household size 
, Confidence interval 
Reference value 
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FIGURE. Percentage of respondents* reporting importance of 
family history to their personal health, knowledge of family 
history of type 2 diabetes, and collection of family history 
information — HealthStyles Survey, United States, 2004 


,N 4,345 
Family history of type 2 diabetes 


health. Although the majority of respondents reported that 
family history was important, substantially fewer persons 
(1,296; 29.8%) reported actively collecting information to 
develop a family health history (Figure). Those who had col- 
lected a family health history were more likely to be female, 
previously or currently married, and to have more than a high 
school education. Respondents with a personal history of type 
2 diabetes were also more likely to have collected health infor- 
mation from their relatives (Table). 

Respondents knowledge of family history of type 2 diabe- 
tes varied by type of relative (Figure). Moreover, more respon- 
dents reported knowing the type 2 diabetes status of their 
siblings (94.5%) and mother (91.2%) than of their father 
(87.8%; p<0.0001). Similarly, a greater percentage of respon- 
dents reported knowing the type 2 diabetes status of maternal 
relatives (77.0%) than paternal relatives (70.4%; p<0.0001). 
Non-Hispanic white race/ethnicity and higher education and 
income levels were positively associated with knowledge of 
family history of type 2 diabetes. 

Reported by: ?W Yoon, ScD, MT Scheuner, MD, M Gwinn, MD 
M] Khoury, MD, PhD, Office of Genomics and Disease Prevention; 
( Jorgense n, DrPH, Div of Cancer Prevention and Control, National 
Center for Chronic Disease Prevention and Health Promotion; S Hariri, 
PhD, S Lyn, MD, EIS officers, CD( 

Editorial Note: The findings in this report indicate that 96.3% 
of respondents considered knowledge of family history 
important to their personal health and that 70.0%—94.5% 
could report the type 2 diabetes status of their relatives, 


depending on the type of relative. However, only 29.8% 


reported actively collecting health information from their rela- 
tives to develop a family health history. This suggests that many 
persons know their family health histories but are not actively 
collecting the information. The analysis also suggests that cer- 
tain population characteristics (e.g., sex, race, education, and 
socioeconomic status) might affect attitudes, knowledge, and 
practices regarding family health history. 

lhe findings of this analysis are subject to at least two limi- 
tations. First, the HealthStyles Survey is subject to selection 
bias because the survey population is not a randomly drawn 
sample of the U.S. population. The results from this survey 
should be compared with data from population-based sur 
veys, such as the Behavioral Risk Factor Surveillance System 
survey (6). Second, the assessment of awareness of disease sta- 
tus among relatives was limited to type 2 diabetes. Family 
history of other common diseases (e.g., cardiovascular diseases 
and cancer) should be assessed. 

Most diseases are the result of complex interactions between 
genetic and environmental factors (7). Family health history 
reflects these interactions and helps predict risk for certain 
disorders, including birth defects, asthma, cardiovascular dis- 
ease, cancer, diabetes, depression, Alzheimer’s disease, and 
osteoporosis (/,8) For example, an evaluation of the risk for 
coronary heart disease (CHD) using a high school—based fam- 
ily history project determined that family history of CHD 
and stroke was identified in only 14% and 11% of families, 
respectively; however, these families accounted for 72% of all 
early-onset CHD and 86% of early stroke events (9). 

Although family history can identify persons at increased 
risk for disease, its potential as a screening tool has not been 
realized in clinical and public health practice (2). An observa- 
tional study of primary care physicians indicated that family 
histories were discussed about half the time at new visits and 
22% of the time during follow-up visits (/0). The average 
duration of the family history discussion was 2.5 minutes and 
focused more often on psychosocial concerns than on other 
health matters. To improve the use of family history in the 
clinical setting, the barriers to providers’ collection and inter- 
pretation of a family history must be addressed. 

The Department of Health and Human Services is high- 
lighting the importance of family history for disease preven- 
tion with the U.S. Surgeon General’s Family History Initiative. 
[his initiative has proposed that Thanksgiving Day be desig- 
nated a National Family History Day in which persons col- 
lect their family health histories. A new web-based tool, My 


Family Health Portrait (http://www.hhs.gov/familyhistory), 
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enables persons to collect family history for six diseases (CHD, 
stroke, diabetes, and colorectal, breast, and ovarian cancer) 
and identify additional diseases that occur in their families. 
After the family history information is completed, a report is 
generated that includes a pedigree drawing, a listing of the 
family history data entered, and a statement about the impor- 
tance of sharing the history with their health-care providers. 


My Family Health Portrait is based on a self-administered tool 


being developed by CDC that will enable collection of family 


health history and provide recommendations tailored to the 
level of familial risk. In 2005, the CDC tool will be evaluated 
in clinical settings. Information about the tool can be found 
at hetp://www.cdc .gov/genomics/activ ities/ogdp/2003/ 
chap06.htm. 

Although national efforts have begun to promote the col- 
lection and use of family history information, the HealthStyles 


Survey data presented in this report suggest that certain sub- 


oD 
groups of the population might benefit from targeted pro- 
grams to raise awareness about the collection and recording 


of family health histories. 
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Preventive-Care Practices Among 
Adults with Diabetes — 
Puerto Rico, 2000-2002 


Preventive-care practices among persons with diabetes can 
prevent or delay complications such as eye disease, kidney dis- 
ease, or nerve damage that is a precursor to disabling foot 
disease (/,2). However, the level of diabetes-related preven- 
tive care is inadequate in the United States (3-6), and little 
has been reported about preventive care in Puerto Rico, where 
an estimated 10% of adults have diagnosed diabetes (7). CDC 
analyzed data from 2000, 2001, and 2002 Behavioral Risk 
Factor Surveillance System (BRFSS) surveys to assess the per- 
centage of adults with diabetes in Puerto Rico who engaged 
in five selected preventive-care practices. This report summa- 
rizes the results of that analysis, which indicated that, with 
the exception of hemoglobin Alc testing, the percentages of 
adults engaging in preventive-care practices were lower than 
the target percentages* set by U.S. national health objectives 
for 2010 (8). 

BRFSS conducts state-based, random-digit—dialed telephone 
surveys of the U.S. civilian, noninstitutionalized population 
aged >18 years in all 50 states, the District of Columbia, Puerto 
Rico, and other U.S. territories. For this analysis, respondents 
were considered to have diabetes if they answered “yes” to the 
question, “Has a doctor ever told you that you have diabe- 
tes?” Women who were told they had diabetes, but only dur- 
ing pregnancy, were classified as not having diabetes. Persons 
who reported they had diabetes were asked questions from 
the BRFSS diabetes module on preventive-care practices, 
including: “About how many times in the past 12 months has 
a health professional checked you for hemoglobin Alc?” 
“When was the last time you had an eye exam in which the 
pupils were dilated?” “About how many times in the last year 
has a health professional checked your feet for any sores or 
irritations?” “Have you ever taken a course in how to manage 
your diabetes yourself?” and “About how often do you check 
your blood for glucose or sugar?” 

The response rate to the BRFSS survey in Puerto Rico was 
65.3% in 2000, 81.5% in 2001, and 75.2% in 2002. Data 


were aggregated for 2000-2002 to obtain reliable estimates 





*Hemoglobin Alc testing at least twice a year, 65% (objective 5-12 innual 


dilated eve examination, 75% (objective 5-13); annual foot examination, 75° 
, 


objective 5-14); ever having education on diabetes self-management, 60% 


(objective 5-1); and self-monitoring of blood glucose at least once daily, 60% 


| 
i 
objective 5-1 
l 


7) 
Objective 5-12 was revised since its original publication 
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and weighted to reflect the age and sex distribution of the 
Puerto Rican population. The percentages of persons with 
diabetes who engaged in each of the five preventive-care prac- 
tices as frequently as recommended (i.e., hemoglobin Alc test- 
ing at least twice a year, eye and foot examinations at least 
annually, formal diabetes education ever, and self-monitoring 
of blood glucose [SMBG] at least daily) were age-adjusted to 
the 2000 U.S. standard population for comparison with U.S. 
national health objectives for 2010 (8). Percentages were cal- 
culated for specific age and sex groups, and a t-test was per- 
formed to determine whether differences between groups were 
statistically significant. In addition, the total number of pre- 
ventive-care practices per person was examined. For all analy- 
ses, statistical software was used to obtain standard errors and 
calculate 95% confidence intervals (Cls). 

During 1998-2002, 10.0% of adults in Puerto Rico had 
diagnosed diabetes; prevalence was highest (25.3%) among 
those aged >65 years (7). However, during 2000-2002, the 
percentages of adults with diabetes in Puerto Rico who 
engaged in preventive-care practices as frequently as recom- 
mended, with the exception of hemoglobin Alc testing, were 
lower than U.S. national health objectives for 2010 (Figure 1). 
The age-adjusted percentage for hemoglobin Alc testing at 
least twice a year was 67.3%, compared with the national tar- 
get of 65%. Age-adjusted percentages for annual eye and foot 
examinations were 54.6% and 45.6%, respectively, versus the 


target of 75% for both practices; percentages for ever having 


received diabetes self management education and for daily 


SMBG were 28.1% and 22.6%, respectively, versus a national 
target of 60% for both. 

he percentage of adults receiving Alc testing at least twice 
a year was higher than the U.S. national target for 2010 for 
70 


both men (69.0%) and women (65.7%) and for persons aged 


18-64 years and those aged >65 years; however, the percent 


FIGURE 1. Percentage’ of adults with diabetes who engaged 
in each of five preventive-care practices, compared with 
percentage targeted by national health objectives for 2010 — 
Behavioral Risk Factor Surveillance System, Puerto Rico, 
2000-2002 





75 75 


Hemoglobin A1¢ Annua 


testing at least dilated eye 


Percentage 








Education on 
diabetes self 
management 





Annual 
foot 


Daily self 
monitoring of 


twice a year examination examination blood glucose 


Preventive-care practice 


* Age-adjusted to the 2000 U.S. standard population 
‘ National health objective 


age was significantly lower in the 18-64 age group (65.5% 
versus 76.2%; p<0.05) (Table). The percentage who received 
annual foot examinations also was significantly lower among 
those aged 18-64 years than among those aged >65 years 
(43.8% versus 54.6%; p< 0.05). However, for the other three 
preventive-care practices, no significant differences by age 
were observed. For all of the practices, the percentages for 
men and women were similar. 

Of the five preventive-care practices analyzed, 63.0% of 
adults with diabetes in Puerto Rico reported engaging in two 
or fewer practices, and 13.5% reported engaging in no pre- 
ventive-care practices (Figure 2). A total of 37.0% of adults 
reported engaging in three or more practices, and 3.3% 


reported engaging in all five. 


TABLE. Percentage of adults with diabetes who engaged in a preventive-care practice, by age group, sex, and practice — 
Behavioral Risk Factor Surveillance System, Puerto Rico, 2000-2002 





Hemoglobin Dilated 
Alc testing" eye examination 
Characteristic % (95% Cl‘) % (95% Cl) 








Foot examination 


Education 
on diabetes 
self-management 


Self-monitoring 
of blood 
glucose (SMBG) 





° 
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Age group (yrs) 
18-64 65.5 
>65 76.2 
Total 69.3 
Total 67.3 
Sex$ 
Men 
Women 


(60.7-—70.3) 
(71.3-81.0) 
(65.8-—72.9) 
(63.3-71.3) 


53.6 
59.5 
56.1 
54.6 


(49.0-58.2) 
(54.5-64.4) 
(52.7-59.5) 
(50.7-58.5) 


69.0 


65.7 


(62.9-—75.0) 
(60.3-71.0) 


53.2 
56.0 


(47.2-59.3) 
(51.0-60.9) 


43.8 
54.6 
47.9 
45.6 


46.8 
44.4 


(39.2-48.4) 
(49.7-59.5) 
(44.5-51.3) 
(41.7-49.5) 


28.8 
24.7 
27.4 
28.1 


(24.6-33.0) 
(20.5-28.9) 
(24.3-30.5) 
(24.5-31.6) 


22.6 
22.4 
22.8 
22.6 


(18.6—26.6) 
(18.5-26.3) 
(19.9—25.7) 
(19.2-26.0) 


(40.7-52.8) 
(39.5—49.3) 


28.6 
27.6 


(23.0—34.2) 
(23.2-—32.0) 


21.3 
23.8 


(16.0-26.6) 
(19.5-28.0) 





* At least twice a year for hemoglobin A1c testing, annually for dilated eye and foot examinations, ever for education on diabetes self-management, and at 


, least daily for self-monitoring of blood glucose 
. Confidence interval 
* Age-adjusted to the 2000 U.S. standard population 
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FIGURE 2. Percentage of adults with diabetes who engaged 
in 0-5 preventive-care practices — Behavioral Risk Factor 
Surveillance System, Puerto Rico, 2000-2002 


0 1 2 3 4 5 


Number 





30 


25 


Percentage 











Reported by: 7 Kianes-Pérez, MS, M Pérez-Padua, L Pérez-Rivera, 
MPHE, Diabetes Prevention and Control Program, Puerto Rico Dept 
of Health. NR Burrows, MPH, RV Diaz-Kenney, MPH, LS Geiss, MA, 
Div of Diabetes Translation, National Center for Chronic Disease 
Prevention and Health Promotion, CD¢ 
Editorial Note: Effective interventions are available that can 
prevent or delay diabetes complications (/,2). Consistent with 
previous reports of diabetes-relared preventive care in the 
United States (3-6), the findings in this report indicate that 
the percentages of adults with diabetes in Puerto Rico who 
engage in preventive-care practices, with the exception of Alc 
testing, were lower than U.S. national health targets for 2010. 
Fewer than 5% of adults with diabetes engaged in all five prac- 
tices. Improvement in diabetes care, particularly in self-man- 
agement education and in SMBG, is needed to achieve the 
U.S. national health objectives for 2010 and to reduce diabe- 
tes complications. In addition, younger persons with diabetes 
need interventions to improve their preventive care. 

lhe findings in this report are subject to at least three limi- 
tations. First, BRFSS collects data through telephone surveys 
that do not include institutionalized persons (e.g., nursing 
home residents) or persons without telephones. As a result, 
the percentages of persons with diabetes who engaged in pre- 
ventive-care practices in this report might be higher than 
the actual percentages because persons without telephones are 
more likely to have lower levels of education and less likely to 
receive preventive care (3—6). Second, self-reported data are 
subject to recall bias, and the effect of this bias on the magni- 
tude and direction of the results is unknown. Such bias might 
cause preventive-care practices to be either under- or 
overreported. Finally, BRFSS response rates in Puerto Rico 
ranged from 65.3% to 81.5% during the study period; how- 
ever, compared with census data, BRFSS data have minimal 
bias (9). 
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S42 


West Nile Virus Activity — 
United States, November 3-8, 2004 


During November 3-8, a total of 
Nile virus (WNYV 


+1 cases of human West 


illness were reported from seven states 


California, Maryland, Minnesota, New Mexico, Oregon, 
lennessee, and Texas). 


During 2004, 40 states and the District of Columbia (DC) 


have reported 2,282 cases of human WNYV illness to CD( 
through ArboNET (Figure and Table). Of these 
cases were reported in California, 381 (17%) in Arizona, and 
276 (12%) in Colorado. A total of 1,318 (59%) of the 2,251 


cases for which such data were available occurred in males; 


the median age of patients was 52 years (range: 1 month—99 


—72 
3 


years). Date of illness onset ranged from April 23 to October 
31: a total of 77 cases were fatal. 


\ total of 195 presumptive West Nile viremic blood donors 


(PVDs) have been reported to ArboNET in 2004. Of these, 
68 (345% 


)) were reported in California; 38 (19%) in Arizona; 


16 in Texas; | 


5 in New Mexico; seven in Colorado; six each in 
Louisiana and Oklahoma; five in Nevada; four in Georgia 
and Iowa; three each in Florida, Michigan, and South Dakota; 
two each in Minnesota, Mississippi, Missouri, and Wiscon- 


sin; and one each in Delaware, Kentucky, Maryland, Nebraska, 
New Jersey, New York, North Dakota, Oregon, and Pennsy] 


vania. Of the 195 PVDs, three persons aged 35, 69, and 77 


years subsequently had neuroinvasive illness, and 48 persons 
(median age: 52 years; range: 17 


W est Nile fever. 


73 years) subsequently had 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2004* 





iv.) 


MB Human WNV iliness 





Nonhuman WNV infection only 





* As of 3 a.m., Mountain Standard Time, November 8, 2004 











Vol. 53 / No. 44 


MMWR 1051 





TABLE. Number of human cases of West Nile virus (WNV) 
illness, by area — United States, 2004* 


Neuro- West Other Total 
invasive Nile clinical/ reported 

Area diseaset feverS unspecified’ to CDC** Deaths 
Alabama 13 0 0 13 0 
Arizona 128 70 183 381 10 
Arkansas 12 9 1 22 
California 150 256 331 737 
Colorado 39 276 
Connecticut 0 1 
District of Columbia 1 1 
Florida 29 37 
Georgia 11 17 
Idaho 0 2 
illinois 28 56 
Indiana 5 7 
lowa 11 22 
Kansas 18 
Kentucky 1 
Louisiana 68 
Maryland 6 
Michigan 10 
Minnesota 13 
Mississippi 23 
Missouri 25 
Montana 2 
Nebraska 4 
Nevada 25 
New Jersey 1 
New Mexico 30 
New York 3 
North Carolina 3 
North Dakota 2 
Ohio 11 
Oklahoma 
Oregon 
Pennsylvania 

South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 
Virginia 
Wisconsin 
Wyoming 
Total 935 
* As of November 8, 2004 

t Cases with neurologic manifestations (i.e., West Nile meningitis, West 
_ Nile encephalitis, and West Nile myelitis). 

3’ Cases with no evidence of neuroinvasion. 

1 |linesses for which sufficient clinical information was not provided 

** Total number of human cases of WNV illness reported to ArboNet by 

state and local health departments. 
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In addition, 5,562 dead corvids and 1,401 other dead birds 
with WNV infection have been reported from 46 states and 
New York City during 2004. WNYV infections have been 
reported in horses in 37 states; one bat in Wisconsin; nine 


dogs in Nevada, New Mexico, and Wisconsin; six squirrels in 


Arizona and Wyoming; and 14 unidentified animal species in 
nine states (Arizona, Idaho, Illinois, lowa, Kentucky, Missouri, 
Nevada, New York, and South Carolina). WNV 
seroconversions have been reported in 1,409 sentinel chicken 
flocks in 14 states (Alabama, Arizona, Arkansas, California, 
Delaware, Florida, lowa, Louisiana, Nebraska, Nevada, North 
Carolina, Pennsylvania, South Dakota, and Utah) and in 25 
wild hatchling birds in Missouri and Ohio. Four seropositive 
sentinel horses were reported in Minnesota and Puerto Rico. 
A total of 8,131 WNV-positive mosquito pools have been 
reported in 38 states, DC, and New York City. 

Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 


Notice to Readers 


Maps of National, State, and County Data 
Now Available on CDC WONDER 


Two CDC online data-access systems, WONDER (Wide- 
ranging Online Data for Epidemiologic Research) and 
GATHER (Geographic Analysis Tool for Health and Envi- 
ronmental Research), have collaborated to produce maps for 
WONDER data-query applications. WONDER users can 
now create maps for each data element measured, select 
quantiles or set custom break-points for data groups, choose 
whether to display highways and rivers, add labels, and choose 
a color scheme. Maps are available for the following WON- 
DER data requests: 

* census population estimates (http://wonder.cdc.gov/ 

censj.html) 

* bridged-race population estimates (http://wonder.cdc.gov/ 

bridged-racej.html) 

¢ natality (births) (http://wonder.cdc.gov/nataj.html) 
Mapping capability will eventually be available for other data- 
query applications with location data elements. 

WONDER (available at http://wonder.cdc.gov) is an 
Internet system that makes CDC information resources and 
public health information available to public health profes- 
sionals and the general public. GATHER (available at http:// 
gis.cdc.gov/atsdr/default.asp) uses spatial analysis tools for 
public health applications, and is a product of CDC's Geo- 
graphic Research, Analysis, and Services Program of the 
National Center for Environmental Health/Agency for Toxic 
Substances and Disease Registry. 
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Notice to Readers 


Guidance on Initial Responses to 
Suspicious Letters and Packages 


Law enforcement agencies and emergency responders are 
charged with investigation of suspicious letters and packages 
in the United States. Those responding are at risk from 


potential exposure to biologic agents, chemical substances, or 


radiologic materials. Guidelines for responding to five differ- 
ent types of situations (e.g., letter with unknown powder-like 
substance and threatening communication) have been devel- 
oped by the Federal Bureau of Investigation, Department of 
Homeland Security, and Department of Health and 
Human Services/CDC. This guidance is now available at 
hetp://www.bt.cdc.gov/planning/pdf/suspicious-package- 


biothreat.pdf. 
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FIGURE |. Selected notifiable disease reports, Ur''+d States, comparison of provisional 4-week totals November 6, 2004, with 
historical data 


CASES CURRENT 
DISEASE SREASE INCREASE 4 WEEKS 


te . - = oe ht 
Hepatitis B, acute 302 


Hepatitis C, acute 42 


Legionellosis 


Measles, total 





Ratio (Log scale) 


Beyond historical limits 


* No rubella cases were repc J for the current 4-week period y 1 ratio for week 44 of zero (0) 
' Ratio of current 4-week tot ) mean of 15 4-week totals (from comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of the ek totals 





TABLE |. Summary of provisional cases of selected notifi bie diseases, United States, cumulative, week ending November 6, 2004 (44th Week)* 


Cum. Cum. Cum. Cum. 
2004 2003 2004 2003 
Anthrax HIV infection, pediatric™ 126 179 
Botulism - Influenza-associated pediatric mortality** . NA 
foodborne j Measles, total 23" 51 
infant 57 Mumps 
other (wound & unspecified) 2 Plague 











Brucellosis' 5 Poliomyelitis, paralytic 
Chancroid 3 5 Psittacosis 
Cholera Q fever’ 
Cyclosporiasis 204 3 Rabies, human 
Diphtheria Rubella 
Ehrlichiosis Rubella, congenital syndrome 
human granulocytic (HGE) 2 SARS-associated coronavirus disease 
human monocytic (HME) a 35 Smallpox 
human, other and unspecified : ¢ Staphylococcus aureus 
Encephalitis/Meningitis Vancomycin-intermediate (VISA) * 
California serogroup viral 75 Vancomycin-resistant (VRSA)' ™ 
eastern equine 3 3 Streptococcal toxic-shock syndrome’ 
Powassan - Tetanus 
St. Louis f 40 Toxic-shock syndrome 
western equine - Trichinosis 
Hansen disease (leprosy)' 69 69 Tularemia' 
Hantavirus pulmonary syndrome 18 18 Yellow fever 
Hemolytic uremic syndrome, postdiarrheal' 123 147 
No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
' Not notifiable in all states. 
~ Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update September 26, 2004 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 
as Of 23 cases reported, 10 were indigenous, and 13 were imported from another country. 
~. Of 51 cases reported, 31 were indigenous, and 20 were imported from another country. 
Not previously notifiable 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 
(44th Week)* 





Encephalitis/Meningitis 
AIDS Chiamydia' Coccidiodomycosis Cryptosporidiosis West Nile 


Cum Cum Cum Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004" 2003 2004 





Cum. 
2003 2004 2003 2004 2003 2004 2003 




















728,601 4,925 3, 27€ 2,828 2,939 809 2,840 
3,418 156 169 
1,676 ] 18 18 
327 30 19 


) 


29 


979 
6,314 
96,905 
3,195 


4,593 


Amer. Samoa 
f N M.1 





N: Not notifiable \ avail No reported case C.N.M.1.: Commonwealth of Northern Mariana Islands 
ncidence data for repor 3 and 2004 are provisional and cumulative (year-to-date) 

Chiamydia refers t I ction aused by C. trachomatis 

Updated weekly fror rt the [ \ f Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 

* Updated monthly from re t Div 1 of HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 

september 26. 2004 

* Contains data reporte 


irveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 


(44th Week)* 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





Cum. Cum. 
2004 2003 





JNITED STATES 
NEW ENGLAND 
Maine 


N.H 


2,054 2,260 
140 135 


4 
8 
N 
1 


U 
U 


228 210 


a7 
3 


1 
3 


148 136 
15 12 


14,983 16,143 


1,468 1,364 
112 163 
40 33 
148 108 
623 682 
107 95 
438 283 
171 3,208 
137 
838 
344 
852 
2,080 
700 


384 
615 
381 
714 
626 
258 
443 

21 

58 


117 


260,532 279,007 


5 5,130 
173 

104 

25, 

2,437 
816 


> 


52 5 
834 
609 
491 
6,860 
874 
59,497 
301 
5,664 
298 





U: Unavailable 


No reported cases 


jata for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 


(44th Week)* 





Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


A 








Cum Cum 
2004 2003 





Cum. Cum. 





Cum. Cum. 


2004 2003 





Cum. Cum. 
2004 2003 





Cum. 
2004 


Cum. 
2003 





Reporting area 


» 


2004 2003 


U 
U 


a9 


14 168 


4 


4.606 


860 
11 


5,883 





ial and cumule 


ative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 
(44th Week)* 





Hepatitis (viral, acute), by type 





B Cc Legionellosis Listeriosis Lyme disease 


Cum. Cum. , Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2004 2004 2003 2004 2003 2004 2003 
UNITED STATES 5,963 723 1,546 1,821 530 580 15,192 17,839 


NEW ENGLAND 308 310 10 / 5 103 3 4s 2,337 3,422 
Maine ? 2 ’ 53 141 
183 153 

46 41 

813 466 

183 515 

: 1/ 1,059 106 

MID. ATLANTIC 070 45 27 ] 27 142 871 
Upstate N.Y 3 7 5 4¢ 3 3,455 3,960 
t 7 2% 189 

858 2,697 

3,829 025 























E.N. CENTRAL ] 793 875 
Ohic 22 ) , 97 38 22 60 

nd 3§ 33 7 8 ¢ 

! 

Mict 


Wis 


W.N. CENTRAL 


Minn 


CENTRAL 


MOUNTAIN 


+ 


PACIFIC 

Wash 

Oreg 

Calif 

Alask 4 

Hawai 

Guam 

P.R 

V.1 

Amer. Samoa U U U 
C.N.M.| J U 
N: Not notifiable U: Unavailable No reported cases 

* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year to-date) 











1058 MMWR November 12, 2004 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 
(44th Week)* 





Meningococcal Rocky Mountain 
Malaria disease Pertussis Rabies, animal spotted fever 


; Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2003 2004 2003 2004 2003 
UNITED STATES 42 1,072 1,401 12 7,628 4.784 6,025 1,266 787 
NEW ENGLAND 57 5 60 67 1 1,206 577 525 18 8 
Maine ¢ ; € 63 

N.H 23 

30 

185 

62 

162 

MID. ATLANTIC 804 

Upstate N.Y 47 31 y no F 371 

NLY. City 


Pa 























nN 
on 


Ww 
oO 


Mi: 
R.1 


Conn 


—WNO™N 
NM —- NWNNDY N 


w 
ie) 
co 


b= 
50 
HO 


7s 


E.N. CENTRAL 


yw Om 
yYaanc 
AT Ps 


WwW 
oo 


W.N. CENTRAL 


S. CENTRAL 


W.S. CENTRAL 
Ark 

La 

Okla 

Te x 


MOUNTAIN 
Mont 


Idahe 


Utar 


Nev 


PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawa 


Guam 

PR 

vi 

Amer. Samoa U L U 

C.N.M.| l U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 
(44th Week)* 





Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 


Cum. Cum. Cum. ; Cum. Cum. Cum. Cum. Cum. 
Reporting area 2004 2003 2004 2004 2003 2004 


UNITED STATES 33,584 36,842 9,981 


NEW ENGLAND 1,757 1,828 253 
Maine ] 115 ~ 26 
N.H 12 129 17 29 
Vt 55 65 3 8 19 
Mass 064 105 181 
R.1 ( 108 1€ 1 8 14 
Conn 347 145 
MID. ATLANTIC 839 
Upstate N.Y 312 
N.Y. City 130 
N.J 
Pa 


E.N. CENTRAL 
Ohio 

Ind 

ill 

Mich 

Wis 

W.N. CENTRAL 
Minn 

iowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 


Fla 








Cum. 
2003 2004 2003 


3,841 4,844 1,824 1,694 2 600 























156 414 26 86 >¢ 8 


E.S. CENTRAL 


W.S. CENTRAL 
Ark 


Okla 
Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting years 2003 and 2004 are provisional and cumulative (year-to-date) 
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TABLE Ill. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 6, 2004, and November 1, 2003 
(44th Week)* 





Syphilis Varicella 


Primary & secondary enital Tuberculosis Typhoid fever (Chickenpox) 
Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. 
2003 2004 2003 2004 2003 2004 2003 


3 8,770 10,526 24 312 15,045 








Cum 
Reporting area 2004 2003 























ED STATE 6 183 


310 35 19 





and imulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 6, 2004 (44th Week) 
All causes, by age (years) 





All causes, by age (years) 


All P&l' All P&I’ 
Reporting Area Ages >65 45-64 | 25-44/ 1-24] <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 | Total 




















NEW ENGLAND 445 € ) 3 ; ATLANTIC 96¢ 05 239 24 4 
Boston. Ma: 7] g9 | Atlanta. Ga 44 


Br Baltimore. Md 


Charlotte 














November 12, 2004 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and is available free of charge 
in electronic format and on a paid subscription basis for paper copy. To receive an electronic copy each week, send an e-mail message to Listserv@listserv.cdc.gov. The 
body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC's World-Wide Web server at hitp://www.cdc.gov/mmur or from CDC's 
file transfer protocol server at ffp://fip.cdc.gov/pub/publications/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government 
Printing Office, Washington, DC 20402; telephone 202-512-1800. 


Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week concludes at close of business on 
Friday; compiled data on a national basis are officially released to the public on the following Friday. Address inquiries about the MMWR Series, including material 
to be considered for publication, to Editor, MMWR Series, Mailstop E-96, CDC, 1600 Clifton Rd., N.E., Acanta, GA 30333; telephone 888-232-3228. 


All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, however, is appreciated. 
All MMWR references are available on the Internet at htep://www.cde.gov/mmwr. Use the search function to find specific articles. 
Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services. 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of these organizations or 
their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the content of these sites. URL addresses listed in 


MMWR were current as of the date of publication. 


U.S. Government Printing Office: 2005-733-116/00056 Region IV ISSN: 0149-2195 





Pr 0 DUO 
ZOmDsS 
YOO 

A) &« OS 1 


€€ECoOEe VO ‘VANVAIUY 


lud GNV IOHLNOD ASVASIC 4¥O4 SHSLINAD 


SSANISNG WIWIiDdDIisasA0 
YWNH GNW HLIVEH JO INAWLYVd3sa 


a 
m 
4 
c 
2 
2 
ty) 
m 
2 
< 
2) 
m 
a 
m 
s9) 
c 
m 
a) 
4 
m 
0 





OO€$ ASN BLVAINd HOSA ALIVNGAd 


89. 
iVWa 
S 


tata 


g6r7S0 


NOLLIS 
12 NOI 
| 
| 
| 


| 


00 
yeeye 


i 


LO 


Ui 


jeUayeW 9Aistiog awiy 


ONINYVS 


| 


Z6ZZ9LLPOELLLLOORO MYL 


gover az IDI 





O1N¥ G1s 1usud 
li -SdN 


pied s6e\s0q sn 


























